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Identifying and Helping Patients With Co-Occurring Substance 
Use and Mental Disorders: A Guide for Primary Care Providers 

It is estimated that approximately 4.6 million American adults have both substance use disorders (SUDs) and mental 
disorders (MDs). 1 Other terms for these co-occurring disorders (CODs) are dual diagnosis and comorbidity. Early 
recognition and treatment of these CODs are essential to improving treatment outcomes and quality of life for these 
patients. 2 This publication will help primary care providers identify patients with CODs and provide appropriate 
treatment for these patients. 

Identifying Patients With COD 

Primary care providers, such as physicians, physician’s assistants, and nurse practitioners, are in an excellent position to 
help their patients with both SUDs and MDs. These disorders may exacerbate or be related to other health problems, such 
as headaches, cardiovascular disease, high blood pressure, diabetes, digestive disorders, and cirrhosis, 3 4 so patients with 
CODs may often seek medical care from primary care providers. Hence, primary care providers may have established a 
relationship with their patients conducive to discussing SUDs and MDs. 

Barriers to identifying and treating co-occurring disorders in the primary care setting include the following: 

■ Low rates of screening , 5 - 6 correct diagnosis, 7 - 8 and appropriate 
referral . 5 

■ Patient denial . 9 Patients may not realize they have a problem. Approxi¬ 
mately one-third of patients do not disclose self-perceived SUDs or MDs 
to their primary care provider. 10 

■ Patient reluctance to talk to the provider. The stigma of CODs still exists, 
and many patients are afraid to admit they have a problem. 3 

■ Provider attitudes. 7 - 11 Providers may fail to make the possible link 
between physical symptoms and SUDs and/or MDs when assessing a 
physical problem. Providers’ preconceptions and attitudes can also hinder 
identification of such disorders. 

■ Inadequate training. Many providers receive inadequate education on 
CODs and their effects on other medical conditions. 3 

■ Time constraints due to short appointment times . 9 

Some barriers can be overcome by incorporating three components into the primary 
care practice: (1) obtaining an annual patient history on substance use and mental health 
issues, (2) being aware of warning signs that may be related to an SUD or MD, and 
(3) screening routinely for CODs. 


COD Red 


Flags 


11 , 13 , 15 . 16 


■ Nasal irritation (SUD only) 

■ Unexplained bruises (SUD only) 

■ Enlarged liver or spleen, 
abnormal liver function, 
hepatitis, or cirrhosis in later 
stages (SUD only) 

■ Withdrawal symptoms (SUD 
only) 

■ Headaches 

■ Chest pain or cardiac arrhythmia 

■ Gastrointestinal symptoms 

■ Hypertension 

■ Sexual dysfunction 

■ Fatigue 

■ Apathy or flat affect 

■ Social withdrawal 

■ Changes in concentration, mood, 
activity level, sleeping, appetite, 
or weight 

■ Feeling of worthlessness or 
inappropriate guilt 

■ Fear, worry, or repetitive, intrusive 
thoughts or actions 

■ Problems with cognition or 
impulse control 

■ History of physical or mental 
trauma 

*These symptoms appear in combination 

and may indicate other problems as well 

as COD. 


) 


Patient History 

All patients should complete an annual health history, including questions about 
personal and family history of substance use and mental health issues. 12 Questions 
about victimization, trauma, personal, and social issues (e.g., unemployment, legal 
problems, homelessness, financial or marital difficulties) should be included because 
these can be related to SUDs and MDs. 11 - 12 - 13 Primary care providers should ask 
questions about substance use and mental health symptoms, preferably in the context 
of other lifestyle questions so that these potentially sensitive topics seem less 
threatening to patients. 14 An open, empathetic, and nonjudgmental attitude is 
essential to encouraging patients to talk about their symptoms. 11 



U S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
Substance Abuse and Mental Health Services Administration 
Center for Substance Abuse Treatment 
www.samhsa.gov 








Substance Abuse in Brief Fact Sheet 


Triple Threat: SUDs, MDs, 
and HIV/AIDS 


Fall 2006, Volume 4, Issue 2 

Warning Signs s 

Most patients will not visit a primary care setting with obvious, immediate f 

signs of an MD, such as delirium, confusion, or disorientation, or an SUD, such V 
as odor of alcohol on the breath or marijuana on clothing, dilated pupils, slurred 
speech, or needle marks. However, warning signs—“red flags”—for SUDs and 
MDs can manifest in subtle physical or behavioral symptoms (see sidebar on front 
page). For example, many patients with CODs present with physical complaints, 
such as insomnia, fatigue, chest pain, cardiac arrhythmia, headaches, or impotence. 

When other physical or psychological causes cannot be found, an SUD, an MD, or 
a COD should be considered. These disorders should also be considered when a 
patient with a chronic disease, such as chronic pain, diabetes, heart disease, 
gastrointestinal disorders, or hypertension, fails to respond to treatment. 15 

Although primary care providers should not immediately identify mental 
disorder symptoms as being caused by an SUD, it is important to note that 
many mental disorders, including mood, anxiety, sleep, and sexual disorders, 
can be induced by substance use. The only difference between substance- 
induced mental disorders and independent mental disorders is that all or most 
of the symptoms of a substance-induced disorder are a direct result of substance 
use, abuse, or withdrawal rather than mental illness. When substance-induced 
disorders are suspected, primary care providers should continue to evaluate 
psychiatric symptoms and their relationship to abstinence or ongoing substance 
abuse over time. 11 

Screening 

Standardized screening instruments help identify patients with potential CODs. Ideally, every patient should be screened. 
At the very least, any patient presenting with signs or symptoms of either a mental or a substance use problem should be 
evaluated for both disorders. 16 Although many SUD and MD screening tools can be used in a primary care setting (e.g., 
the CAGE-AID, 14 the Mental Health Screening Form-III, 11 the Primary Care Evaluation of Mental Disorders Patient 
Health Questionnaire™ 20 ), busy healthcare providers may find administering these tools time consuming. 

Recent research has shown that one- or two-item screeners are effective in identifying those at risk for an SUD or 
MD (see exhibit I j. 17 - I8 - 19 - 20 Because the screener questions can be answered in seconds, they can be asked during 
routine visits. Computerized screeners, such as the Drug Abuse Problem Assessment for Primary Care 21 - 22 (DAPA-PC), 
are also effective when time is limited. The DAPA-PC is an Internet-based, self-administered screener for alcohol and 
drug use that scores patient responses, generates a patient profile for the healthcare provider, and offers motivational 


Healthcare providers should be aware 
that some people with CODs are 
infected with HIV. 24 CODs may inter¬ 
fere with effective HIV care because 
of many factors, including poor 
adherence to antiretroviral therapy. 24 ■ 25 
In addition, the presence of HIV 
infection may result in more severe 
co-occurring symptoms. Patients with 
HIV should be screened regularly for 
CODs. The Health Resources and 
Services Administration’s report, A 
Guide to Primary Care of People With 
HIV/AIDS, provides valuable infor¬ 
mation on managing co-occurring 
disorders in patients with HIV/A ID S. 15 


Exhibit 1. Brief Screening Tests 

Problem 

Questions 

Possible Responses 

Positive Screen 

Alcohol 18 

When was the last time you had more than four (for women)/five (for 
men) drinks in 1 day? 

1) never 

2) in the past 3 months 

3) over 3 months ago 

in the past 3 months 

Alcohol or 
Drugs 17 

In the last year: 

1) Have you ever drunk alcohol or used drugs more than you meant to? 

2) Have you felt you wanted or needed to cut down on your drinking 
or drug use? 

yes or no 

yes to either 
question 

Depression 20 

During the past 2 weeks: 

1) Have you often been bothered by feeling down, depressed, or hopeless? 

2) Have you often been bothered by little interest or pleasure in doing 
things? 

yes or no 

yes to either 
question 


2 
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messages and advice to the patient. A similar screener 
for identifying CODs has recently been developed. 23 

Treatment for Patients With COD 

All patients who screen positive for a COD need a 
thorough assessment. The Quadrants of Care Model, 
a framework that classifies persons with CODs into 
four basic groups based on symptoms and relative 
symptom severity, helps determine appropriate 
patient care based on the type and severity of the 
patient’s symptoms (see exhibit 2). 11 Patients with 
severe CODs or those whose symptoms worsen 
should be referred for further assessment and/or 
treatment by a specialist, but many patients may 
delay or refuse seeing a substance abuse treatment 
or mental health provider. 2 In addition, the gap 
between the availability of treatment slots and the 
brevity of formal treatment may result in referred 
patients returning to the primary care provider for 
COD treatment. 26 Some patients may need to be screened for suicidality because persons with CODs are at increased 
risk for committing suicide. 11 

An effective way to address mild to moderate CODs in the primary care setting is through a brief intervention. Brief 
interventions—short, patient-centered interventions aimed at modifying behavior—have been shown to be effective in 
reducing alcohol 27 and drug use 28 as well as anxiety and depression 29 when used in the primary care setting. Brief 
interventions typically are provided over one to five visits and consist of the following: 19 - 30 - 31 

1. Providing simple, concise feedback on patients’ risk for COD based on their histories, physical and behavioral 
warning signs, screening test results, and information on how these disorders affect them; 

2. Offering clear oral and written advice, including recommendations on safe alcohol consumption limits, the 
negative effects of alcohol and drug use, and behavior modification; and 

3. Establishing a mutually consented plan of action that addresses SUDs and MDs as appropriate and includes 
specific goals for behavior change, prescription of behavioral or pharmaceutical treatments, referrals for further 
assessment and treatment when appropriate, and followup plans, either in person or via the telephone 

The National Institute on Alcohol Abuse and Alcoholism’s publication Helping Patients Who Drink Too Much: 

A Clinician’s Guide and the complementary A Pocket Guide for Alcohol Screening and Brief Intervention provide 
valuable information about conducting brief interventions in the primary care setting. 

Ways To Help Patients With CODs 

■ Provide feedback and advice in a clear, concise, nonjudgmental, and supportive manner. Empathy is particularly 
important because CODs are still associated with shame and guilt by many persons. 30 

■ Talk about these disorders in a matter-of-fact way—as treatable conditions—to put the patient at ease and 
encourage cooperation. 30 - 32 

■ Become familiar with and refer patients to 12-Step or mutual-help organizations such as Alcoholics Anonymous 
(www.aa.org), Double Trouble in Recovery (www.doubletroubleinrecovery.org), and Narcotics Anonymous 
(www.na.org). 

■ Develop relationships with local substance abuse and mental health treatment providers, including those 
providing integrated treatment. 

■ Stay current on COD research and practices by visiting the Web sites of the Substance Abuse and Mental Health 
Services Administration’s Co-Occurring Center for Excellence (coce.samhsa.gov), the National Mental Health 
Association (www.nmha.org), and the National Alliance on Mental Illness (www.nami.org), as well as by 
participating in COD-specific training or continuing education. 


Exhibit 2. Quadrants of Care Model 



Category III 

SUD more severe 
MD less severe 
Recommended care: 

SUD treatment provider, in 
collaboration with MD treatment 
provider as needed. 


Category I 

SUD less severe 
MD less severe 
Recommended care: 
Primary healthcare setting, in 
collaboration with SUD/MD 
treatment providers as needed. 



Category IV 

SUD more severe 
MD more severe 
Recommended care: 
Intensive, comprehensive, 
integrated treatment for 
both disorders. Emergency 
care as needed. 


Mental Disorder (MD) 


Category II 

SUD less severe 
MD more severe 
Recommended care: 

MD treatment provider, in 
collaboration with SUD treatment 
provider as needed. 


high 

l severity! 


3 
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Resources 

Publications 

■ TIP 42: Substance Abuse Treatment for Persons With Co-Occurring Disorders (www.samhsa.gov) 

■ Helping Patients Who Drink Too Much: A Clinician’s Guide (pubs.niaaa.nih.gov/publications/ 
Practitioner/CliniciansGuide2005/guide.pdf) 

■ KAP Keys and Quick Guide for Clinicians Based on TIP 24: A Guide to Substance Abuse Services for Primary 
Care Clinicians, NCADI #s KAPT24 and QGCT24 

■ KAP Keys and Quick Guide for Clinicians Based on TIP 34: Brief Interventions and Brief Therapies for 
Substance Abuse, NCADI #s KAPT34 and QGCT34 

■ KAP Keys and Quick Guide for Clinicians Based on TIP 42: Substance Abuse Treatment for Persons With 
Co-Occurring Disorders, NCADI #s KAPT42 and QGCT42 

■ HIV/AIDS: Is Your Client at Risk? NCADI # MS965 

■ Alcohol Use Among Older Adults: Pocket Screening Instruments for Health Care and Social Service Providers, 
NCADI # PHD883 

■ Special Feature Kit: Overcoming Addiction and Mental Disorders, NCADI # AMD KIT 

■ Building Bridges — Co-Occurring Mental Illness and Addiction: Consumers and Service Providers, 
Policymakers, and Researchers in Dialogue (www.mentalhealth.samhsa.gov/publications/allpubs/SMA04-3892) 

■ Improving the Quality of Health Care for Mental and Substance Use Conditions (fermat.nap.edu/catalog/ 
11470.html) 

■ Co-Occurring Disorders: Integrated Dual-Disorders Treatment (www.mentalhealth.samhsa.gov/cmhs/ 
communitysupport/toolkits/cooccurring) 

See ordering information for National Clearinghouse for Alcohol and Drug Information (NCADI) publications on 
the back cover. 

Web Sites 

■ Substance Abuse Treatment Facility Locator (www.findtreatment.samhsa.gov; 1-800-662-HELP) 

■ Mental Health Services Locator (www.mentalhealth.samhsa.gov/databases) 

■ Co-Occurring Center for Excellence (COCE) (www.coce.samhsa.gov) 

■ National Mental Health Information Center (NMHIC) (www.mentalhealth.samhsa.gov) 

■ National Clearinghouse for Alcohol and Drug Information (NCADI) (www.ncadi.samhsa.gov) 

■ Substance Abuse and Mental Health Services Administration (www.samhsa.gov) 

References 

1 Substance Abuse and Mental Health Services Administration. Results From the 2004 National Survey on Drug Use and Health: 
National Findings. NSDUH Series H-28. DHHS Publication No. (SMA) 05-4062. Rockville, MD: Office of Applied Studies, 2005. 
2 Baron, D.A., Hay, D.P., and Easom, H.M. Treating patients in primary care: The impact of mood, behavior, and thought 
disturbances. Journal of the American Osteopathic Association 103(7):319-329, 2003. 

3 Institute of Medicine. Improving the Quality of Health Care for Mental and Substance-Use Conditions. Washington, DC: The 
National Academies Press, 2006. 

4 Mertens, J.R., Lu, Y.W., Parthasarathy, S., Moore, C., and Weisner, C.M. Medical and psychiatric conditions of alcohol and drug 
treatment patients in an HMO: Comparison with matched controls. Archives of Internal Medicine 163(20):2511-2517, 2003. 
5 Edlund, M.J., Unutzer, J., and Wells, K.B. Clinician screening and treatment of alcohol, drag, and mental problems in primary 
care: Results from healthcare for communities. Medical Care 42(12): 1158-1166, 2004. 

6 Mallin, R., Slott, K., Tumblin, M., and Hunter, M. Detection of substance use disorders in patients presenting with depression. 
Substance Abuse 23(2): 115-120, 2002. 

7 Kahn, L.S.. Halbreich, U., Bloom, M.S., Bidani, R., Rich, E., and Hershey, C.O. Screening for mental illness in primary care 
clinics. International Journal of Psychiatry in Medicine 34(4):345-362, 2004. 

8 Wilson, C.R., Sherritt, L., Gates, E., and Knight, J.R. Are clinical impressions of adolescent substance use accurate? Pediatrics 
114(5):e536-e540, 2004. 





Substance Abuse in Brief Fact Sheet 


Fall 2006, Volume 4, Issue 2 

9 Ferguson, L., Ries, R., and Russo, J. Barriers to identification and treatment of hazardous drinkers as assessed by urban/rural 
primary care doctors. Journal of Addictive Diseases 22(2):79-90, 2003. 

10 Bushnell, J., McLeod, D., Dowell, A., Salmond, C., Ramage, S., Collings, S., Ellis, P., Kljakovic, M., and McBain, L. Do patients 
want to disclose psychological problems to GPs? Family Practice 22(6):631-637, 2005. 

11 Center for Substance Abuse Treatment. Substance Abuse Treatment for Persons With Co-Occurring Disorders. Treatment 
Improvement Protocol (TIP) Series 42. DHHS Publication No. (SMA) 05-3992. Rockville, MD: Substance Abuse and Mental 
Health Services Administration, 2005. 

12 Swann, A.C., Geller, B., Post, R.M., Altshuler, L., Chang, K.D., Delbello, M.P.. Reist, C., and Juster, LA. Practical clues to early 
recognition of bipolar disorder: A primary care approach. Primary Care Companion to the Journal of Clinical Psychiatry 

7(1): 15—21, 2005. 

13 Health Resources and Services Administration (HRSA). A Guide to Primary Care of People With HIV/AIDS, 2004 Edition. 
Rockville, MD: HRSA, 2004. hab.hrsa.gov/tools/primarycareguide [accessed December 16, 2005]. 

14 Center for Substance Abuse Treatment. Guide to Substance Abuse Services for Primary Care Physicians. Treatment Improvement 
Protocol (TIP) Series 24. DHHS Publication No. (SMA) 97-3139. Rockville, MD: Substance Abuse and Mental Health Services 
Administration, 1997. 

15 Mersy, D.J. Recognition of alcohol and substance abuse. American Family Physician 67(7): 1529-1532, 2003. 

16 Ziedonis, D., and Brady, K. Dual diagnosis in primary care: Detecting and treating both the addiction and mental illness. Medical 
Clinics of North America 81(4): 1017-1036, 1997. 

17 Brown, R.L., Leonard, T., Saunders, L.A., and Papasouliotis, O. A two-item conjoint screen for alcohol and other drug problems. 
Journal of the American Board of Family Practice 14(2):95-106, 2001. 

18 Canagasaby, A., and Vinson, D.C. Screening for hazardous or harmful drinking using one or two quantity-frequency questions. 
Alcohol and Alcoholism 40(3):208-213, 2005. 

19 Fleming, M.F. Screening and brief intervention in primary care settings. Alcohol Research & Health 28(2):57-62, 2004/2005. 

20 Kroenke, K., Spitzer, R.L., and Williams, J.B. The Patient Health Questionnaire-2: Validity of a two-item depression screener. 
Medical Care 41(11): 1284-1292, 2003. 

21 Holtz, K., Landis, R.. Nemes, S., and Hoffman, J. Development of a computerized screening system to identify substance abuse in 
primary care. Journal for Healthcare Quality 23(3):34-37, 45, 2001. 

22 Nemes, S., Rao, P.A., Zeiler, C., Munly, K.. Holtz, K.D., and Hoffman, J. Computerized screening of substance abuse problems in 
a primary care setting: Older vs. younger adults. American Journal of Drug and Alcohol Abuse 30(3):627-642, 2004. 

23 Libretto, S. ‘‘Developing and pilot testing a co-occurring disorders screening instrument for substance abuse treatment settings.” 
Paper presented at the American Public Health Association 133d Annual Meeting, Philadelphia, December 10-14, 2005. 

24 Douaihy, A.B., Jou, R.J., Gorske, T., and Salloum, I.M. Triple diagnosis: Dual diagnosis and HIV disease. Part 1. The AIDS 
Reader 13(7):331-341, 2003. 

25 Lucas, G.M., Gebo, K.A., Chaisson, R.E., and Moore, R.D. Longitudinal assessment of the effects of drug and alcohol abuse on 
HIV-1 treatment outcomes in an urban clinic. AIDS 14:357-366, 2002. 

26 Chychula, N.M., and Sciamanna, C. Help substance abusers attain and sustain abstinence. The Nurse Practitioner 27(11):30—47, 
2002 . 

27 Whitlock, E.P., Polen, M.R., Green, C.A., Orleans, T., Klein, J., and U.S. Preventive Services Task Force. Behavioral counseling 
interventions in primary care to reduce risky/harmful alcohol use by adults: A summary of the evidence for the U.S. Preventive 
Services Task Force. Annals of Internal Medicine 140(7):557-568, 2004. 

28 Bernstein, J., Bernstein, E., Tassiopoulos, K., Heeren, T., Levenson, S., and Hingson, R. Brief motivational intervention at a clinic 
visit reduces cocaine and heroin use. Drug and Alcohol Dependence 77(l):49-59, 2005. 

29 Lang, A.J. Brief intervention for co-occurring anxiety and depression in primary care: A pilot study. International Journal of 
Psychiatry in Medicine 33(2): 141-154, 2003. 

30 Finfgeld-Connett, D.L. Treatment of substance misuse in older women: Using a brief intervention model. Journal of 
Gerontological Nursing 30(8):30-37, 2004. 

31 Moyer, A., and Finney, J.W. Brief interventions for alcohol problems: Factors that facilitate implementation. Alcohol Research & 
Health 28(l):44-50, 2004/2005. 

32 National Institute on Alcohol Abuse and Alcoholism (NLAAA). Helping Patients Who Drink Too Much: A Clinician’s Guide. 
Rockville, MD: NIAAA, 2005. pubs.niaaa.nih.gov/publications/Practitioner/CliniciansGuide2005/guide.pdf [accessed December 
16, 2005]. 


5 





Substance Abuse in Brief Fact Sheet 


Fall 2006, Volume 4, Issue 2 


Substance Abuse in Brief Fact Sheet } - 

Substance Abuse in Brief Fact Sheet is produced under contract number 
270-04-7049 by JBS International, Inc., and The CDM Group, Inc., for the 
Center for Substance Abuse Treatment, Substance Abuse and Mental Health 
Services Administration (SAMHSA), U.S. Department of Health and 
Human Services (HHS). An electronic version of Substance Abuse in Brief 
Fact Sheet is available online at www.kap.samhsa.gov under Products. 

If you wish to reference or reproduce this issue, citation of this publication 
is appreciated. 

Recommended Citation: Center for Substance Abuse Treatment. 
Identifying and Helping Patients With Co-Occurring Substance Use and 
Mental Disorders: A Guide for Primary Care Providers. Substance Abuse in 
Brief Fact Sheet Fall 2006, Volume 4, Issue 2. 

Public Domain Notice: All material appearing in this report is in the 
public domain and may be reproduced or copied without permission. 

This publication may not be reproduced or distributed for a fee without 
the specific, written authorization of the Office of Communications, 
SAMHSA, HHS. 

DHHS Publication No. (SMA) 06-4187 
Published 2006 


Ordering Information 

To order additional copies of Substance Abuse in Brief 
Fact Sheet and the other SAMHSA products, contact 
SAMHSA’s NCADI 
P.O. Box 2345 
Rockville, MD 20847-2345 
Phone: 800-729-6686, TDD: 800-487-4889 
Fax: 240-221-4292 
Web site: www.ncadi.samhsa.gov 


J A Lite in the Commtflfitty for Everyone 

XSAMHSA 

SftMuea Mar;**! J*a<-eic*s ASitiintetfatton 

13 H ri_k■ i Ini i I rJ 11 - - H Kj| ii..-- — a- — .1-,. - 
ub. Lnpironom ur him nr ■no numu bhtw 


National Clearinghouse for Alcohol and Drug Information 
Substance Abuse and Mental Health Services Administration 
P.O. Box 2345 
Rockville, MD 20847-2345 


PRSRT STD 
U.S. POSTAGE 

PAID 

ODENTON, MD 
PERMIT NO. 350 


Identifying and Helping Patients With Co-Occurring Substance Use and Mental Disorders: 
A Guide for Primary Care Providers 


DHHS Publication No. (SMA) 06-4187 
Published 2006 












